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Abstract
Background: Depression is of global concern and one of the leading causes of disability in the
United States. Based on a needs assessment conducted in a faith-based organization, we noticed
a gap in depression knowledge, an unwillingness to seek help, and a lack of open dialogue
among the women. Studies have shown that low depression literacy impedes early recognition,
prevention, and willingness to seek help (Brijnath et al., 2016; Reavley et al., 2014).
Aims: This study aimed to evaluate the effects of web-based educational intervention in
improving depression knowledge and help-seeking behavior among women in a faith-based
organization.
Methods: Using a quantitative pre-post design method, this study utilized a convenience sample
of 38 women recruited from a community church. Participants were between 18 and 65 years of
age, English speaking, with or without depressive symptoms or clinical diagnosis of depression.
Participants completed educational modules on the BluePages website and pre-post
questionnaires measuring depression knowledge and help-seeking behavior using a Depression
Literacy tool (DLit) and the General Help-Seeking Questionnaire (GHSQ).
Results: The study revealed improved depression knowledge using a paired sample t-test,
revealing a p-value of 0.01 and a mean difference between the pretest (M=12.63, SD=3.92) and
posttest scores (M=11.16, SD= 3.91). 60% of participants improved in depression knowledge.
There was no significant difference in the help-seeking behavior scores for pretest (M=4.15 (SD
=0.95) to posttest scores (M=4.36 SD =1.00). Participants were more likely to seek help from an
intimate partner, pastor, or a general physician than other listed sources.
Recommendations: Web-based educational intervention should be offered routinely in clinics
and communities. Recommend collaboration between healthcare professionals and pastors to
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promote depression literacy. Findings from this study will add to the existing body of knowledge
on depression literacy. However, additional research is necessary to generalize the findings to a
larger population.
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Effect of Web-based Educational Intervention in Improving Depression Knowledge and
Help-seeking Behaviour in Women.
Introduction
Depression is a common mental health disorder and is the leading cause of disability
worldwide; thus, it has become a global public health concern (World Health Organization,
2020). To diagnose depression, several symptoms such as prolonged sadness, loss of interest,
lack of sleep or appetite, feeling of worthlessness, and poor concentration must be persistent for
more than two weeks (American Psychiatric Association, n.d). Depression can occur in anyone;
however, several risk factors predispose many people to increased depression. These factors
include a family history of depression, environment and personality, social-economic status, and
adverse events such as unemployment and loss of loved ones. Depression is also associated with
poorer health outcomes, low productivity, economic burden, and reduced quality of life (Donker
et al., 2009). According to Reavley et al. (2014), knowledge and understanding about depression
help in early recognition, prevention, and management. Discovering an effective and efficient
way to improve depression knowledge will help promote awareness and early intervention,
leading to improved treatment outcomes. In recent studies, the internet has been continuously
used to overcome barriers with face-to-face services, making community-based intervention
feasible for depression prevention (Brijnath et al., 2016; Kader Maideen et al., 2016). This
Doctor of Nursing Practice (DNP) project will look at the effectiveness of BluePages, a
depression education website, as an intervention in improving depression knowledge and helpseeking behavior in women.
Background and Significance
According to Lintvedt et al. (2013), mental health literacy is knowing about mental
health disorders such as depression, treatment options, and how, when, and where to seek help.

7
The lack of knowledge of depressive symptoms and the stigma surrounding depression impedes
access to timely care. The prevalence of major depression is high among women, with double the
prevalence among women compared to men; women are also more likely to seek care than their
male counterparts (Lim et al., 2018, Hyde & Mezulis, 2020). Depressive symptoms are also
common in women of reproductive age due to hormonal changes that contribute to depression
observed in premenstrual, postnatal, and perimenopausal phases (Studd, 2015).
A needs assessment conducted within the organization showed that, although women
knew depression was a relevant topic, many were unaware of the signs and symptoms of
depression. These women also held back on disclosing depressive feelings to friends or leaders
in the organization. Waite and Killian (2009) observed similar attributes; however, they also
noted that successful treatment outcomes were positively influenced by women in faith
communities who already had a strong connection and belief in a higher power. Although several
of these women acknowledged that an inner spiritual strength made them feel better, many
within the group were indifferent about discussing depression with clergy or friends within the
organization or getting professional help. Depression literacy may effectively address this
perception, leading to prevention and early recognition and help-seeking behavior that improves
clinical outcomes (Kessler & Bromet, 2013). Some studies have explored the effect of webbased psychoeducation in women of faith-based organizations. Depression literacy in these
communities may be improved upon through web-based interventions while addressing concerns
with confidentiality, timeliness, and cost (Lim et al., 2018). The study also acknowledged that
women with children who had psychological distress were more likely to use these mediums.
Multiple studies have provided evidence that depression prevention and early recognition can be
accomplished through web-based educational interventions (Christensen et al., 2004, Donker et
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al., 2009, Lintvedt et al., 2013). Based on the evidence on the need for web-based interventions
in this population, we implement web-based depression educational intervention to assess its
effectiveness in a faith-based organization.
Needs Assessment
Implementing a depression literacy initiative is aligned with the faith-based
organization's mission; to build women spiritually, mentally, and physically. We performed a
needs assessment as an accurate assessment to help validate the phenomenon of interest or to
discover a gap facing the organization (Moran et al. 2019). Through telephone-focused
interviews and a simple short survey, the assessment yielded 18 responses among 20
participants. Members reported depression to be a relevant problem but also reported a lack of
discussion on depression within the organization. These members also expressed their desire to
learn more about depression. Within the past five years, more than half of the members reported
limited knowledge of depression, and others felt uncomfortable talking about depression. Despite
the positive relationships between members, many who had experienced depressed moods
reported not disclosing moods to anyone within the organization. Despite improvement in the
prevention and treatment of mental health disorders, full benefits have not always been enjoyed
due to the stigma associated with these illnesses (Beaudry et al., 2019).
Barriers and facilitators to implementing change within the organization were assessed
using the SWOT analysis, evaluating the organization's strengths, weaknesses, opportunities, and
threats (Appendix A). The organization’s internal strengths include; stable leadership and
membership structure, goal-oriented and committed members, a highly engaged social media
platform, and an environment of faith. However, the organization's weaknesses are; inadequate
depression knowledge, lack of awareness of members' mental health wellbeing, and an autocratic
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leadership approach that could be a disadvantage if a leader disagrees with new initiatives. On
the other hand, the church has multiple opportunities to collaborate with other community
initiatives and solidify relationships that align with its mission. Through partnership, the
organization’s leaders would gain a relevant reputation and lead professionals to spearhead
multiple mental health literacy initiatives within the community. The organization solely depends
on donations; therefore, possible threats to implementing this project were competition with
other churches, an overburdened system, and the current highly tense political and economic
climate in the United States.
Depression is a common but severe recurrent disorder that affects role functioning and
quality of life and presents a risk of suicide to affected people (Kessler & Bromet, 2013).
Therefore, to ensure organizational growth and success, open dialogue about depression among
members could prompt early identification and increase support for a member experiencing
depression. These outcomes would be achieved by improving depression knowledge and
reducing stigma among leaders and members, thereby fulfilling the mission of building members
spiritually, physically, and mentally.
Problem Statement
In the United States the economic burden of depression is about $210 billion annually,
with 50% of this cost is attributed to lost working days, 45% related to direct medical expense, and
5% to suicide (Greenberg et al., 2015). Since the COVID-19 pandemic, depressive symptoms have
tripled; adults have experienced elevated depressive symptoms (32.8%) compared to 8.5% before
the pandemic (Ettman et al., 2022). Despite the consequences of major depression, about 50% of
people with depression do not seek help due to low mental health literacy, lack of access to care,
discrimination, poverty, lack of social support, and negative experiences (Jorm & Reavley, 2013,
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Lintvedt et al., 2013). Based on the needs assessment performed, we noted gaps in depression
knowledge, an unwillingness to seek help, and a lack of open dialogue among women of the faithbased organization. Several studies have shown that low depression literacy impedes early
recognition, prevention, and willingness to seek help (Brijnath et al., 2016; Reavley et al., 2014).
The cost of depression in society warrants taking multiple approaches. The advancement of
technology is an advantage as many people are readily exposed to a vast range of information
online. Therefore, depression literacy should be explored using the internet.
Aims and Objectives
The purpose of this DNP project is to answer the following clinical question: Among
women in a faith-based setting, what is the effect of a web-based depression educational
intervention (BluePages) compared to no educational intervention in improving depression
knowledge and help-seeking behavior completed within one month of the pretest
Aim of the Study
To deliver and evaluate the effects of a web-based depression educational intervention on
improving depression knowledge and help-seeking behavior.
Objectives
•

To improve depression knowledge through a web-based depression educational platform

•

To improve help-seeking behavior among women in a faith-based organization

•

Determine participants' level of satisfaction and their completion rate

Review of Literature
Search Strategy: After formulating a research question and consulting with George Washington
University, searches were done on PubMed, CINAHL, MEDLINE, and COCHRANE electronic
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databases. Keywords used included: 1) Depression, 2) Women, 3) Depression literacy, 4) Mental
health literacy, 5) web-based intervention, 6) psychoeducation.
Using the John Hopkins Nursing Evidence-Based Practice- Evidence level and Quality
Guide, eight research and two non-research articles were appraised to determine the quality of
evidence in levels (I, II III, IV, and V) and the quality ratings (high, good and low) of research
articles (Dang et al., 2018). Of these articles, six had level II evidence (Brijnath et al., 2016;
Christensen et al., 2004; Haga et al., 2018; Imamura et al., 2016; Lintvedt et al., 2011; TaylorRoger et al., 2014) and good quality with one (Lintvedt et al., 2011) having with high-quality
ratings. Other articles were of level III evidence (Finkelstein & Lapshin, 2007; Lu et al., 2016;
National Institute for Health Research (2018) and another level V (Jorm, 2012). The two nonresearch articles were of high-quality rating (Jorm, 2012; NIHR Dissemination Centre, 2018).
All research studies demonstrated that a web-based intervention is efficacious in improving
depression knowledge in the target population. Several studies used evidence-based tools of high
reliability and validity to measure improved knowledge and help-seeking behavior. These tools
include the Depression Literacy (DLit), Depression Knowledge Survey (DKS), Depression
Stigma Scale (DSS), and General Help-Seeking Questionnaire (GHSQ). Depressive symptoms
were also assessed using the Center for Epidemiologic Studies Depression Scale (CES-D), the
Edinburgh Postnatal Depression Scale (EPDS), the Resistant to Treatment Survey (RTS), and the
Patient Health Questionnaire (PHQ-9).
In most studies, an increase in depression knowledge correlated with decreased
symptoms in mild to moderate and high-risk depressed populations (Brijnath et al., 2016;
Christensen et al., 2004; Finkelstein and Lapshin, 2007; Lintvedt et al., 2011 Haga et al., 2018).
Studies with good quality ratings demonstrated that improved depression literacy decreased the
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depression stigma, which often hinders help-seeking behavior (Taylor- Roger et al., 2014;
Christensen et al., 2004). Although findings were consistent in improving depression knowledge,
a substantial number of studies were limited by their small sample size (Finkelstein & Lapshin,
2007; Lu et al., 2016; Taylor- Roger et al.,2014) and high attrition rate (Haga et al., 2018;
Lintvedt et al., 2011) affecting their generalizability to a broader population. Studies in review
offered varying duration with the intervention and post-intervention follow-up (one week, one
month, and three-six months). Thus, it is unclear what duration of intervention led to increased
depression knowledge and help-seeking attitude in samples. However, in several studies, a
longer duration of intervention and post-intervention led to a higher dropout and attrition rate.
Therefore, a web-based intervention with a shorter duration, such as BluePages, can reduce the
high attrition rate experienced in studies.
Multiple research articles cited and supported the use of BluePages or Moodgym as an
effective free internet platform for self-guided psychoeducational and cognitive-based therapy
applicable to the different target populations (Brijnath et al., 2016; Christensen et al., 2004;
Lintvedt et al., 2011; Jorm, 2012; Taylor-Roger et al.,2014). These platforms were effective in
reducing depression stigma with a moderate effect size (d=0.53) (Taylor-Rodgers et al., 2014);
reducing depressive symptoms (d = 0.57 on CES-D scores) and negative thoughts (d=0.50);
achieving high user satisfaction rate (83%) (lintvedt et al., 2011) and improving understanding of
effective treatment (P < 0.05) (Christensen et al., 2004). Concerns with accessibility by the older
population and the less educated may limit the method of delivery; however, this medium can
bridge the gap in disparities (Jorm, 2012).
These reviewed studies have clinical implications because of their moderate evidence
levels and a good- to high-quality rating. The researcher aims to improve depression literacy and
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help-seeking behavior for a targeted population. After careful analysis and appraisal of prior
studies, some findings have immediate considerations in planning this DNP project and
answering the research question. These considerations include providing clear instructions in
assessing depression educational websites and sending weekly reminder emails during the
intervention and post-intervention phases. This approach reduced the dropout and attrition rate
commonly observed in web-based research studies. According to the National Institute for
Health and Research (2018), the 24 randomized controlled trial's meta-analysis reviewed by
experts support the National Institute for Health (NIH) national recommendation for a combined
web-based intervention with remote professional or non-professional support to improve
outcomes.
Evidence-Based Practice Model and Theoretical Perspective
The Iowa Model of Evidenced-Based Practice – revised was chosen to guide the
implementation process. The Iowa model is employed to translate research findings into clinical
practice that improve the practice (Brown, 2014). The following implementation steps were
applied; the researcher identified triggering opportunities such as poor recognition of depressive
symptoms, formulated the research question, and assessed whether the topic was a priority using
a needs assessment. The team consisted of the DNP student, the organization's director, the
administrative director, and a registered nurse volunteer member. The researcher then undertook
a thorough literature review and synthesis of evidence before designing and piloting the change
process. Evidence extracted from the literature review was used to determine the design for the
study and to pilot the effectiveness of web-based intervention in improving knowledge and helpseeking attitudes on a small scale.
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Furthermore, Kotter's eight-step change process was incorporated to guide the
implementation of practice change (Kotter,1996). The organization has a robust existing
structure and strong leadership (Appendix A); therefore, implementation of change required a
systematic approach like Kotter's to allow the organization to gradually grow into beneficial
change. First, urgency was created due to a gap in depression knowledge upon needs assessment,
which led to forming a powerful coalition. We used storytelling of successful projects or
individual stories to create a vision for change. This vision was communicated continuously
through visuals, and flyers, to demonstrate the importance of change. In the change process,
distortion of normal practice may occur however stakeholders were onboard in the entire
process. Their role was to remove obstacles and create short-term wins that built and anchored
the change in the organization (Pollack et al., 2015).
Methodology
Setting
We recruited 38 women from a community-based Church located in Maryland. General
meetings were held weekly on Sundays from 10 am-1 pm, and we actively used an interactive
social media platform throughout the week. All the contact with participants was virtual. Two
staff members, a registered nurse, and an administrative leader were of assistance during
implementation. They posted study flyers on the communication board, raised awareness of
research, and answered members' questions.
Participants
All participants included in the study were females, aged 18-65 years, with or without
depressive symptoms or clinical diagnosis of depression. Participants unable to read English
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were excluded from the study. Participants received the study briefing and informed consent (See
Appendix H).
Recruitment
The recruitment process began with approval from the Institutional Review Board (IRB)
and a permission letter from stakeholders. A short audiovisual clip was posted on the church
social media platform introducing the study’s purpose. Routinely flyers were posted on the group
chat on the church communication board. Flyers displayed eligibility criteria (See Appendix G).
Interested participants voluntarily reached out to stakeholders or responded to the clinical
investigators through email. A convenience sample of 38 women was recruited for this study.
We approached all eligible women in the church. We assumed that with 50 women, 30-40 will
meet the inclusion criteria and agree to participate. With an alpha of 0.05, for the same subject
pretest and posttest design, at least 31 participants would result in an 80% power to detect any
difference from pretest to posttest.
Project Intervention and study schedule
1. Participants received an email with details of the study, including information on the
Bluepages website. BluePages is a free website that provides scientific information on
depression in a simple, easy to follow manner (BluePages.nd). The site contains information
in sections such as diagnosis, signs and symptoms, treatment, the experience of people with
depression, and other helpful resources.
2. Participants received an email with the informed consent and the redcap survey link to
complete the demographics and pretest questionnaire. Participants’ signature wasn’t required;
however, their willingness to participate in the study was implied if they proceeded to take
the survey. Participants were given a week for the completion of the questionnaires. During
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the week, the link was emailed twice to increase the participation rate. The survey will
include:
•

A demographics questionnaire

•

The Depression Literacy (DLit) questionnaire

•

The General Help-Seeking Questionnaire (GHSQ).

3. Next, in the second week, we provided the link to the intervention ‘depression information
website (BluePages)’. During the week, participants also received an email reminder to
access the webpage. They were given two weeks to complete four educational modules on
the website. The instructions contained an embedded link directing participants to the web
page's specific module content. Approximately sixty to ninety minutes is needed to complete
each module. Participants completed modules 1 and 2 within the first week and modules 3
and 4 within the second week. The modules include:
•

Module 1: The experience of depression: Diagnosis and symptoms

•

Module 2: Experience of famous people who suffered from depression

•

Module 3: Treatments: What works and what doesn't?

•

Module 4: Help and resources: Where can I get help?

4. In the fourth week, we administered the post-test after the intervention was completed in the
third week. Similarly, we sent reminders to participants to complete the posttest during the
week. The survey included;
•

The Depression Literacy (DLit) questionnaire.

•

The General Help-Seeking Questionnaire (GHSQ).

Data Collection Tools/Instruments
Depression knowledge was measured using the Depression Literacy (D-Lit)
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questionnaire. This 22-item questionnaire assesses mental health literacy specific to depression
by answering one of three choices; true, false, or don't know. Each correct response receives one
point (Appendix D). Higher scores indicated higher mental health literacy of depression. The DLit tool was tested based on the sample of elite athletes; D-Lit had acceptable reliability, with
nine alpha reported to be 0.70 for internal consistency and r=0.71 for test-retest reliability
(Gulliver et al., 2012).
Help-seeking behavior was measured using The General Help-Seeking Questionnaire
(GHSQ) (See Appendix E). The ten-item questionnaire assessed how likely a person having
personal or emotional problems would seek help from either formal (mental health professionals,
doctor, phone helpline) or informal sources (friend, partner, parent, religious leader). The tool
uses a Likert-type scale ranging from 1 (extremely unlikely) to 7 (extremely likely). Higher
scores thus indicate higher intentions to seek help from that source. The questionnaire was tested
in a study for university students, and the alpha was reported to be 0.67 and test-retest reliability
r =.86 (Gulliver et al., 2012). The basic sociodemographic information on participants was
collected through questions developed by the student investigator. These included age, marital
status, education level, employment, history of depression, and treatment.
Project Timeline
The study schedule was appropriate and kept as planned throughout the study. The DNP
project timeline is shown on the Gantt chart in Appendix F. Data collection ran from September
2021 to October 2021, and data compilation and analysis began in November 2021. The total
study procedure took place within four weeks. The clinical investigator met and had routine
consultations with the project advisors during this period. Participants were informed early about
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the proposed study schedule, and questionnaires and the intervention offered were self-paced
within the well-defined timeframe.
Resources and Costs and Compensations
The organization's resources were accessed through stakeholders. The stakeholder
provided regular announcements on upcoming research and granted the clinical investigator
access to its social media platform. We posted flyers on bulletin boards onsite and used social
media to share digital flyers and communicate study information such as eligibility criteria. The
administrative director and registered nurse were resourceful in ensuring an increased awareness
in church. This project was low budget and easy to implement without unanticipated constraints.
The total budget for this DNP project was $400. It included incentive costs in the form of $10
gift cards for 38 participants (approximately $380) and $20 for hardcopy flyers printed out. The
REDCap data collection tool and SPSS for data analysis were provided for free through George
Washington University.
Software Utilized
The study utilized a web-based data collection software, REDCap, to collect survey data.
This software was adequate for the study because it provided high-level data security, allowed
scheduling of study events at different time frames, and seamless data export. Survey data was
encrypted by Advanced Encryption Standard (AES) and was password protected. Data collected
was de-identified in REDcap. De-identified data was exported from REDCap into the Statistical
Package for Social Sciences (SPSS) for statistical analysis. Since participants' responses were
anonymous, de-identified email addresses captured in the pretest survey were linked to pretest
data and subsequent posttest data.
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Data Entry Accuracy
Participants received the survey through a REDcap generated electronic link in their
email to ensure data accuracy. Once completed, all participants' data were collected and retrieved
directly into a SPSS. The registered nurse team member and team leader double-checked the data
entry process. Since there were a few missing data points on the GHSQ posttest, the mean score
was calculated for respondents who answered five or more of 10 questions on the GHSQ. If
fewer than five questions were responded to, we eliminated the subject. A total of six subjects
out of thirty-eight were eliminated.
Evaluation and Analysis Plan
This study focused on three objectives; to improve depression knowledge through a webbased depression educational platform (BluePages), improve help-seeking behavior, achieve
high satisfaction and completion rates among participants.
Improve depression knowledge
Before administering the intervention to participants, baseline depression knowledge was
measured using a 22 item Depression Literacy 9 (DLit) Tool. And at Post-intervention, the DLit
questionnaire was again administered. Using mean, standard deviation, and a paired t-test, we
analyzed and captured changes on the pre and post-depression knowledge test scores and
provided statistical evidence. In addition, the percentage of participants with improved
depression knowledge scores was determined by analyzing the number of participants who
scored higher on the posttest.
Improved help-seeking behavior
The Help-seeking behavior of participants was measured before the intervention, using
the 7-point Likert General Help-Seeking Questionnaire (GHSQ). The ten-item questionnaire

20
assesses how likely it is for a person with personal or emotional problems to seek help from
either a formal source (mental health professionals, doctor, phone helpline) or informal sources
(friend, partner, parent, religious leader). The tool uses a Likert-type scale ranging from 1
(extremely unlikely) to 7 (extremely likely). A higher score on the Likert scale indicated higher
intentions to seek help from that source. Participants’ responses were grouped into ‘likely to
extremely likely’ and ‘extremely not likely to neutral.’ After the intervention, the questionnaire
was administered again to ascertain changes in the help-seeking behavior of participants. To
measure the help-seeking behavior, we created a mean score for the pretest and posttest by
summarizing answers and dividing by the number of questions (10 questions). We computed the
percentage of participants who responded with ‘likely to extremely likely’ to seek help sources at
posttest compared to the pretest. The pre and post-General Help-Seeking Questionnaire (GHSQ)
results were analyzed using mean, standard deviation, and a paired t-test to determine if the
intervention influenced participants' help-seeking behavior.
Determine the satisfaction and completion rate
Participants' satisfaction level was determined by administering a 4-point Likert scale
satisfaction survey. Participants could report being satisfied (4), somewhat satisfied (3),
somewhat dissatisfied (2), or dissatisfied (1) with the web-based study. We analyzed the
response by measuring the mean score and the percentage of participants who felt satisfied or
dissatisfied with the intervention. Additionally, we analyzed intervention completion to evaluate
the percentage of participants who completed the educational intervention program. Successful
completion was determined by analyzing the number of participants who answered ‘yes’ to a
dichotomous survey on completing the intervention.
Results
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Sample Characteristics of Participants
All participants were women between ages 18-65 years, English speaking, with or
without depressive symptoms or clinical diagnosis of depression. Most participants (n=24,63%)
were between 25-40-years old while others were between 40- 65years old (n =14, 36%).
Majority of participants were married (n =27, 71%), compared to, single (n= 8, 21%) or,
divorced (n=2, 5.3%) (See Table 1). Generally, participants were more highly educated with a
college degree or higher (n =35, 92%) with a lower percentage with a high school diploma or
GED (n = 3, 7.9%). Lastly, more than half of the participants reported a history of depression in
the past (n=20, 52%); and some reported being unsure of depression history (n=10, 26%) while
few reported no depression history (n =8, 21%)

Data Analysis
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Improve depression knowledge
The data was analyzed using the mean and a paired sample t-test on participants'
depression literacy (DLit) test scores. We offered the 22 item DLit questionnaire at pretest and
posttest, and for each question correctly answered, participants received one point. We calculated
the total score for each test and reported the mean and the standard deviation. As shown in Table
2, the mean score for depression knowledge pretest was M=11.16, SD= 3.91, and posttest
M=12.63, SD=3.92. Using the paired t-test, we calculated the mean difference between pretest
and posttest scores on improved depression knowledge. The paired sample t-test revealed a
significant difference between pretest and posttest scores at a significance level of 0.05 and a Pvalue of 0.011. The test scores' differences suggest improved depression knowledge among
participants after the intervention.
We also calculated the number of individual participants who had a higher posttest score
than their pretest score. Participants received one point for each question answered correctly, and
the total points were calculated for each pretest and posttest. A higher number of participants
improved on their posttest score (n =19, 60%) compared to those whose scores were unchanged
after the posttest (n = 7, 21%), while a few other participants scored lower than their pretest
score (n = 6, 19 %) (See Table 3).
Table 2.
Pre- and Post-Depression Knowledge Score and help-seeking behavior
Outcome

Depression

Pre-intervention

Post-intervention

Statistics, p-value

M(SD)

M(SD)

11.16 (3.91)

12.63 (3.92)

t = 2.70, p =.011

4.15 (0.95)

4.36 (1.00)

t= 0.86, p = 0.395

Knowledge
Help-seeking
behavior
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Table 3.
Number of Participants (%) with change in depression knowledge score
Depression knowledge

Number of participants

outcome

(Percentage)

Improved posttest score

60%

Unchanged posttest

21%

Lower posttest score

19%

Increase help-seeking behavior
Participants' responses on the GHSQ pretest and posttest were analyzed to determine
changes in help-seeking behavior. The 10-item General Help-Seeking Questionnaire (GHSQ)
used a Likert scale ranging from 1 (extremely unlikely) to 7 (extremely likely). A higher score
on the Likert scale indicated higher intentions to seek help from that source. Responses were
grouped into ‘likely to extremely likely’ and ‘extremely not likely to neutral.’ The number of
participants with ‘likely to extremely likely’’ to seek help was measured at pretest and posttest,
and then the basic frequency distribution on participants’ responses was reported. This analysis
showed that participants would most likely seek help from intimate partners (pretest n=28,
77.8%, posttest n= 26, 81.3%), from a Pastor (pretest n=24, 66.7%, posttest n =22, 68.8%), and
unrelated friends (pretest n =14, 41.2%, posttest n =16, 50% (See Table 4 and Figure 5). Mean
scores and the paired t-test were also performed to observe if the difference between the pretest
and posttest mean scores was significant.
As shown in Table 2, the paired sample t-test reports a mean pretest score of 4.15 (SD
=0.95) compared to the posttest score of 4.36 (SD =1.00). There was no significant difference in
the scores in pretest score (M=4.15 (SD =0.95) and posttest (M=4.36 SD =1.00) and at
conditions; t = 0.86, p = 0.395. Again, we performed a paired sample t-test for participants'
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responses on each of the ten formal and informal sources. (See Appendix A Table 2). There were
no significant differences in the posttest scores and pretest scores for all sources, except for the
unrelated friend source. We observed that seeking help from an ‘unrelated friend’ had no
significant difference in scores; posttest (M=4.28 SD=1.75) and the pretest score (M=3.34,
SD=1.99) at conditions; t = 2.44 p = 0.02
Table 4.
Number of Participants (percentage) willing to seek help from sources

Formal/informal help

Pre-intervention

Post-intervention

Sources

n (%)

n (%)

Intimate Partner

28 (81.3%)

26 (77.8%)

Friend Unrelated

14 (41.2%)

16 (50%)

Parents

22 (61.1%)

18 (56.3%)

Relatives

19 (52.8%)

14 (46.7%)

Mental Health Prof

20 (60%)

17(53.1)

Phone Lifeline

13(37.1%)

12(37.5%)

General physician

21 (61%)

20(66.7%)

Pastor/Leader

24 (66.7%)

22(68.8%)

None

13(37.1%)

14(45.2%)

Help Outside

5(13.2%)

5(16.1%)

Level of satisfaction and completion rate
We measured satisfaction using the 4-point Likert scale satisfaction survey. It was
administered at the end of the intervention, and participants were asked if they were satisfied (4),
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somewhat satisfied (3), somewhat dissatisfied (2) or dissatisfied (1) with the web-based
educational intervention. Participants’ satisfaction level was reported in percentages (Figure 6).
Respectively, participants responded satisfied (n=27, 84.4%), somewhat satisfied (n=4, 12.5%),
and somewhat dissatisfied (n=1, 3.1%) and reported mean score on the scale of 1 to 4 was 3.81
(SD= 0.47) (Table 6). No participants reported being dissatisfied with the intervention. We
evaluated the intervention completion rate among participants by asking participants to respond
to a dichotomous ‘yes’ or ‘no’ question if they completed the intervention. We reported the
means and standard deviation (1.97, SD=0.18) and frequency and percentage ( Table 7). Most
participants fully completed the pretest, intervention, and posttest (n =31, 96.8%) compared to a
few participants (n =1, 3.2%) who did not complete the required intervention.
Table 6.
Participant’s level of satisfaction with the web-based educational intervention
Frequency

Percentage

Mean

Satisfied

27

84.4%

3.81

Somewhat satisfied

4

12.5%

Somewhat
dissatisfied

1

3.1%

Total

32

100.0

Standard
deviation
0.47

Table 7.
Number of participants who completed the web-based educational study
Competed Modules

Frequency

Percentage

Mean

Standard
deviation

Yes

30

96.8%

1.97

0.180

No

1

3.2%

26
Discussion
The primary aim of this study was to evaluate the effect of web-based depression
educational intervention in improving depression knowledge and help-seeking behavior in
women. This study shows that the intervention effectively improved depression knowledge with
no significant increase in help-seeking behavior. About 60% of participants experienced
improved knowledge; however, it is unclear why 19% of participants scored lower on the posttest score compared to their pretest score. Participants received evidence-based information
without active professional support from a static and linear website. Some studies revealed that
compared to the static and linear presentation of information on bluepages websites, interactive
web-based interventions resulted in higher depression literacy outcomes (Brijnath et al., 2016.,
Finkelstein & Lapshin, 2007). Most women from the study were highly educated thus not
lacking in internet literacy; therefore, an engaging and interactive web-based intervention may
have produced a much higher outcome. Particularly in women, risk factors for depression
include exposures to stressors derived primarily from family or workplace responsibilities. This
study also revealed that most participants (63%) were of childbearing and carrier development
age (25-40 yrs.), and more than half of the women (55%) had experienced depression at some
point in their lives. Improved depression knowledge has been associated with improved
depressive symptoms and better treatment outcomes in patients with subclinical depression
(Brijnath et al., 2016). An improvement in depression knowledge would be beneficial in
identifying depression triggers from family and workplace stressors
Although there was no overall significant change in help-seeking behavior among the
participants, the result of this study is comparable with other web-based intervention studies;
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depression literacy within a web-based intervention significantly improved participants’
understanding of depression (Christensen et al., 2004; Lintvedt et al., 2011; Lu et al., 2016).
However, in this study, an increase in knowledge did not translate to higher help-seeking
behavior in participants. Participants were more likely to seek help from an intimate partner and
clergy. Such evidence of low help-seeking behavior among participants is consistent with
another research finding suggesting that people in the community are more likely to seek
informal help than professional help (Jorm, 2012). In an explorative study on the role of clergy in
mental health, more women in a faith organization (92.9%) preferred to receive therapy from a
pastor compared to a psychiatrist (89.3%) or psychologist (85.5%) (Iheanacho et al., 2021).
Web-based interventions are applicable to people with mental illness and the general population.
The utilization of counseling provided by faith-based institutions can be potentially helpful
toward coping with depression or seeking professional help promptly. However, the nature and
severity of depression experienced must be considered, as moderate to high-risk patients will
require medical intervention. In contrast, subclinical depression may benefit from counseling
from trained clergy. With trained non-professionals delivering support to persons, savings could
be attained, reducing the already existing cost burden of depression on society. Faith-based
counseling serves to complement and does not replace other forms of therapy or treatment that
may be required for clinical depression. Participants' high-level adherence and satisfaction were
commendable, adding to the efficacy and replication of web-based intervention in other targeted
community settings. Likewise, in another similar study response to the user satisfaction
questions, 83.3% found websites useful while 76.7% found websites very easy to understand
(Lintvedt et al., 2011). The duration of this study was suitable for participants minimizing
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dropout rates experienced in other studies. A more extended intervention duration may introduce
a higher attrition rate, given that many women play multifaceted roles in their communities.
Limitations
A limitation of the study was the small sample size and convenience sampling used. Also,
most of the participants were highly educated women, and future studies should examine the
effect of web-based intervention in a heterogeneous sample with varied internet literacy. The
sustained impact of improved depression knowledge is unknown since the study was limited to 4
weeks with a post-test at the end. Also, there was no way to monitor participants' activity on
BluePages, so the study depended on participants' self-reporting which could introduce bias in
the study. The study setting was church-based; therefore, it is uncertain if results would apply to
primary care.
Implications for Practice, Policy, and Research
Generally, clergy are well respected in the community and have a positive attitude
towards people with mental health conditions (Iheanacho et al., 2021). Healthcare policies
should recognize and elevate the importance of pastors as influential stakeholders of patients.
There is evidence that clergy-led interventions for mental disorders anchored in community
faith-based organizations are feasible and acceptable approaches to increase access to care in
low-resource settings (Hankerson et al., 2018). To help close the gap and stigma of seeking help,
healthcare professionals should liaise with leaders and families within communities to promote
help-seeking behavior. Using the free website, clinics can easily host depression awareness
campaigns to increase literacy in communities, thereby creating accessibility.
Clinicians should help create a bias-free environment to continuously perform comprehensive
assessment that obtains detailed family, social history, and patient-centered preferences. It is
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noteworthy that patient care visits incorporate timely access to web-based depression education
for all patients. Understanding and recognizing depression is one of the first steps in closing the
gap; more research should focus on demystifying community perceived hindrance with seeking
professional help. The high level of satisfaction and adherence shows that web-based educational
intervention may be acceptable by most people and less burdensome than a face-to-face meeting.
Implications for Future Research
The results from this study provide information for further research to generalize the
findings to a larger and mixed population. There is the need to evaluate the lasting effect of
improved depression knowledge at a six-month follow-up and a twelve month follow up. These
follow-ups can also examine if the improved knowledge translates to help-seeking behavior.
Sustainability plans
According to Brijnath et al., 2016, mental health stigma decreases as mental health
literacy increases. The positive association between mental health literacy, stigma, early
recognition and help-seeking suggests that targeted communities will benefit from cost-effective
and continuous educational programs. To sustain this initiative, the stakeholders will collaborate
with existing team members who are also members of the faith-based organization to integrate an
annual literacy program and reach out to other faith-based organizations. Due to the strong
affinity for members to seek help from pastors, we recommend basic behavioral health
counseling training for pastors to augment seeking professional help. Additionally, we plan to
utilize the spread methods, involving stakeholders and high opinion leaders to reflect on their
successes, review goals and strategies for motivating members to be part of the next initiative.
Lastly, the stakeholder would select a poised and charismatic leader who would help
communicate the step-by-step process and deliver plans for the initiative.
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Conclusion
This study finding reinforces the importance of the internet in offering feasible and
strategic interventions for mental health literacy. Also, the study indicates that a web-based
intervention effectively improves depression knowledge, though help-seeking behavior was low
among members. It is advantageous to recognize that community members seek help from
trusted persons in communities, such as pastors. We recommend routine web-based educational
interventions integrated into patient care clinics and community engaged activities. Lastly,
policymakers should develop healthcare policies to facilitate collaborative efforts between
healthcare professionals and faith-based leaders in healthcare policy.

31
References
American Psychiatric Association (n.d). What is depression? Retrieved March 21, 2021, from
https://www.psychiatry.org/patients-families/depression/what-is-depression
Beaudry, M. B., Swartz, K., Miller, L., Schweizer, B., Glazer, K., & Wilcox, H. (2019).
Effectiveness of the adolescent depression awareness program (ADAP) on Depression
Literacy and Mental Health Treatment. Journal of School Health, 89(3), 165–172.
https://doi.org/10.1111/josh.12725
BluePages. (n.d.). Depression information. Retrieved April 10, 2021, from
https://bluepages.anu.edu.au/
Brijnath, B., Protheroe, J., Mahtani, K. R., & Antoniades, J. (2016). Do web-based mental health
literacy interventions improve the mental health literacy of adult consumers? Results
from a systematic review. Journal of Medical Internet Research, 18(6).
https://doi.org/10.2196/jmir.5463
Brown, C. G. (2014). The Iowa model of evidence-based practice to promote quality care: An
illustrated example in oncology nursing. Clinical Journal of Oncology Nursing, 18(2),
157–159. https://doi.org/10.1188/14.cjon.157-159
Christensen, H. (2004). Delivering interventions for depression by using the internet:
Randomised controlled trial. BMJ, 328(7434), 265.
https://doi.org/10.1136/bmj.37945.566632.ee
Dang, D., Dearholt, S., Bissett, K., Ascenzi, J., & Whalen, M. (2018). Johns Hopkins evidencebased practice for nurses and healthcare professionals: Model and guidelines. Sigma
Theta Tau International.

32
Donker, T., Griffiths, K. M., Cuijpers, P., & Christensen, H. (2009). Psychoeducation for
depression, anxiety and psychological distress: A meta-analysis. BMC Medicine, 7(1), 79.
https://doi.org/10.1186/1741-7015-7-79
Ettman, C. K., Cohen, G. H., Abdalla, S. M., Sampson, L., Trinquart, L., Castrucci, B. C., Bork,
R. H., Clark, M. A., Wilson, I., Vivier, P. M., & Galea, S. (2022). Persistent depressive
symptoms during COVID-19: A national, population-representative, longitudinal study of
U.S. adults. The Lancet Regional Health - Americas, 5, 100091.
https://doi.org/10.1016/j.lana.2021.100091
Finkelstein, J., & Lapshin, O. (2007). Reducing depression stigma using a web-based
program. International Journal of Medical Informatics (Shannon, Ireland), 76(10), 726–
734. https://doi.org/10.1016/j.ijmedinf.2006.07.004
Greenberg, P. E., Fournier, A.-A., Sisitsky, T., Pike, C. T., & Kessler, R. C. (2015). The
economic burden of adults with major depressive disorder in the United States (2005 and
2010). The Journal of Clinical Psychiatry, 76(2), 155–162.
https://doi.org/10.4088/JCP.14m09298
Gulliver, A., Griffiths, K. M., Christensen, H., Mackinnon, A., Calear, A. L., Parsons, A.,
Bennett, K., Batterham, P. J., & Stanimirovic, R. (2012). Internet-based interventions to
promote mental health help-seeking in elite athletes: An exploratory randomized
controlled trial. Journal of Medical Internet Research, 14(3).
https://doi.org/10.2196/jmir.1864
Haga, S. M., Drozd, F., Lisøy, C., Wentzel-Larsen, T., & Slinning, K. (2019). Mamma Mia – a
randomized controlled trial of an internet-based intervention for perinatal depression.

33
Psychological Medicine, 49(11), 1850–1858.
https://doi.org/10.1017/s0033291718002544
Hankerson, S. H., Wells, K., Sullivan, M. A., Johnson, J., Smith, L., Crayton, L. S., Miller-Sethi,
F., Brooks, C. (T., Rule, A., Ahmad-Llewellyn, J., Rhem, D., Porter, X., Croskey, R.,
Simpson, E., Butler, C., Roberts, S., James, A., & Jones, L. (2018). Partnering with
African American churches to create a community coalition for mental health. Ethnicity
& Disease, 28(Supp), 467–474. https://doi.org/10.18865/ed.28.s2.467
Hyde, J. S., & Mezulis, A. H. (2020). Gender differences in depression: Biological, affective,
cognitive, and sociocultural factors. Harvard Review of Psychiatry, 28(1), 4–13.
https://doi.org/10.1097/hrp.0000000000000230
Iheanacho, T., Nduanya, U. C., Slinkard, S., Ogidi, A. G., Patel, D., Itanyi, I. U., Naeem, F.,
Spiegelman, D., & Ezeanolue, E. E. (2021). Utilizing a church-based platform for mental
health interventions: Exploring the role of the clergy and the treatment preference of
women with depression. Global Mental Health, 8. https://doi.org/10.1017/gmh.2021.4
Imamura, K., Kawakami, N., Tsuno, K., Tsuchiya, M., Shimada, K., & Namba, K. (2016).
Effects of web-based stress and depression literacy intervention on improving symptoms
and knowledge of depression among workers: A randomized controlled trial. Journal of
Affective Disorders, 203, 30–37. https://doi.org/10.1016/j.jad.2016.05.045
Jorm, A. F. (2012). Mental health literacy: Empowering the community to take action for better
mental health. American Psychologist, 67(3), 231–243. https://doi.org/10.1037/a0025957
Jorm, A. F., & Reavley, N. J. (2013). Depression and stigma: From attitudes to discrimination.
The Lancet, 381(9860), 10–11. https://doi.org/10.1016/s0140-6736(12)61457-3

34
Kader Maideen, S. F., Mohd-Sidik, S., Rampal, L., Mukhtar, F., Ibrahim, N., Phang, C.-K., Tan,
K.-A., & Ahmad, R. (2016). A web-based psychoeducational intervention program for
depression and anxiety in an adult community in Selangor, Malaysia: Protocol of a
randomized controlled trial. JMIR Research Protocols, 5(2).
https://doi.org/10.2196/resprot.4622
Kessler, R. C., & Bromet, E. J. (2013). The epidemiology of depression across cultures. Annual
Review of Public Health, 34(1), 119–138. https://doi.org/10.1146/annurev-publhealth031912-114409
Kotter, J. P. (1996). Leading change. Boston, MA: Harvard Business School Press
Lim, G. Y., Tam, W. W., Lu, Y., Ho, C. S., Zhang, M. W., &amp; Ho, R. C. (2018). Prevalence
of depression in the community from 30 countries between 1994 and 2014. Scientific
Reports, 8(1). https://doi.org/10.1038/s41598-018-21243-x
Lintvedt, O. K., Griffiths, K. M., Sorensen, K., Ostvik, A. R., Wang, C. E. A., Eisemann, M., &
Waterloo, K. (2013). Evaluating the effectiveness and efficacy of unguided internetbased self-help intervention for the prevention of depression: A randomized controlled
trial. Clinical Psychology & Psychotherapy, 20(1), 10–27.https://doi.org/10.1002/cpp.770
Lu, C., Winkelman, M., & Wong, S. S. (2016). Tablet-based education to reduce depressionrelated stigma. Health Education Journal, 75(1), 84–93. Scopus.
https://doi.org/10.1177/0017896914568434
Moran, K., Burson, R., Conrad, D. (2019). The Doctor of Nursing Practice scholarly project: A
framework for success. Sudbury, MA: Jones & Bartlett Learning, 3rd edition.

35
National Institute for Health and Research Dissemination Centre. (2018). Guided online
interventions can help people recover from depression. https://doi.org/10.3310/signal000672
Pollack, J., & Pollack, R. (2014). Using Kotter’s eight stage process to manage an organisational
change program: Presentation and practice. Systemic Practice and Action Research,
28(1), 51–66. https://doi.org/10.1007/s11213-014-9317-0
Reavley, N. J., McCann, T. V., Cvetkovski, S., & Jorm, A. F. (2014). A multifaceted
intervention to improve mental health literacy in students of a multicampus university: A
cluster randomised trial. Social Psychiatry & Psychiatric Epidemiology, 49(10), 1655–
1666. CINAHL Complete. https://doi.org/10.1007/s00127-014-0880-6
Taylor-Rodgers, E., & Batterham, P. J. (2014). Evaluation of an online psychoeducation
intervention to promote mental health help-seeking attitudes and intentions among young
adults: Randomized controlled trial. Journal of Affective Disorders, 168, 65–71.
https://doi.org/10.1016/j.jad.2014.06.047
Studd, J. (2015). Personal view: Hormones and depression in women. Climacteric, 18(1), 3–5.
https://doi.org/10.3109/13697137.2014.918595
Waite, R., & Killian, P. (2009). Perspectives about depression: Explanatory models among
African-American women. Archives of Psychiatric Nursing, 23(4), 323–333.
https://doi.org/10.1016/j.apnu.2008.05.009
World Health Organization. (n.d.). Depression and other common mental disorders. World
Health Organization. Retrieved February 19, 2021, from
https://www.who.int/publications-detail-redirect/depression-global-health-estimates

36
Figure 1
Demographics Characteristics: Marital status

Percentage

80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%

Single

Married

Divorced

Separate

Figure 2
Demographics Characteristics: Educational Level

Education Level
100
90
80
70
60
50
40
30
20
10
0

Diploma or GED

College Degree or higher

37

Figure 3
Percentage of Women with an Experience of Depression in the Past
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Figure 5
Number of Participants Willing to Seek Help from Listed Sources

Figure 6
Level of Satisfaction
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Figure 7
Completion Rate
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Appendix A

External Origin
{Attributes of the organization}

Internal Origin
{Attributes of the organization}

SWOT Analysis
Helpful
To achieving the objective

Harmful
To achieving the objective

Strengths
• Stable leadership and membership structure
• Goal-oriented members
• Biweekly routine meetings
• Actively engaged and committed members
• Relatively young women population
• Actively engaged on social media platforms.
• Offers robust charitable activities within the community.
• Environment of hope, faith, spiritual identity, and growth to
members

Weaknesses
• Gaps in depression knowledge
• Less attention on depression and mental wellbeing
• No experience in supportive measures
• Multiple competing priorities
• Monopoly of approach
• Cultural mindset about mental health
• Lack of personal drive without leadership directive

Opportunities
• Positioned to create and expand initiatives with
other existing mental health programs
• Change in government and access to care
• Gain leadership and reputation within the
community
• Actively engage professionals within a group to
spearhead depression initiatives in the community
• Increased funding through partnership

Threats
• Overburdened
• Highly tensed political and economic climate
• Funding dependent on donation
• Sustaining initiative.
• Competition
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Appendix B
Evaluation table and Data Dictionary
Aims/Evaluation
Questions

Measures

Measure
Type

Data Source

Recruitment
Timing/Fre Calculatio
Method/Popula quency
n/Statistics
tion

Goal/Bench
mark

Improve depression
knowledge

% of women
with at least
10% increase
in depression
literacy score

Outcome

Survey

All women
participants

Pre and
post
implementa
tion

Mean and
percentage

90%

% 0f women
with at least
10% increase
help seeking
behavior score

Outcome

Survey

All women
participants

Pre and
post
implementa
tion

Mean and
percentage

7-point scale

Patient
satisfaction
rating

outcome

Survey

All participants
in study

Post
implementa
tion

Mean score

3-point scale

Process

Survey

All participants

Post
implementa
tion

Mean and
percentage

80%. Yes/Na

Does web-based
depression education
improve depression
Knowledge?
Improve help seeking
behavior
Does web-based
depression education
improve help seeking
behavior?
Patient satisfaction
with web-based
education. How
satisfied were
participants with the
web-based program?

Number of participants % Completed
who completed all
assigned task. Did you
complete all activities
assigned?

90%
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Data Dictionary Table
Data Element

Data Label

Definition/Purpose

Data Values & Coding

Continuous

Numeric
Numeric, Continuous

N/A
1, 18-25 | 2, 25-40 | 3, 40-65
1, Single | 2, Married | 3, Separated |
4, Divorced | 5, Widowed
1, No high school diploma | 2,
Diploma or GED | 3, College degree
or higher

Patient identifier
Age
Marital status

age
marital_status

Education level

edu_level

Categorical

Depression History

depression_hx

Categorical

Speaking Rambling

speaking_ramb

Categorical

Feeling guilty

identifier

Data Type

Categorical

feel_guilty

Categorical

reckless_beha

Categorical

Loss of confidence
symptoms

poor_selfesteem

Categorical

Not stepping into
crack

not_stepin_crack

Categorical

Reckless behavior

Marital status
Educational level
Have you ever been
depressed in the past?
People with
depression often speak
in a rambling and
disjointed way.
People with depression
may feel guilty when
they are not at fault
Reckless and
foolhardy behavior is a
common sign of
depression
Loss of confidence
and poor self-esteem
may be a symptom of
depression
Not stepping on
cracks in the footpath
may be a sign of
depression

1, Yes | 2, No | 3, Not sure

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know
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Hearing voices

hear_voices

Categorical

Much of little sleep

sleepin_tomuch

Categorical

Much or little sleep

eatmuch_loss_interest

Categorical

effect on memory

memory_concernt

Categorical

Distinct personality

distinct_personal

Categorical

Slow/agitated
movement

move_slow

Categorical

Clinical
psychologist
medication privilege
Distruption of
moderate depression

clin_psyh_prescribe

Categorical

Hospitalization

disrupt_personle Categorical

need_tobehospitalized

Categorical

People with
depression often hear
voices that are not
there.
sleeping too much or
too little may be a sign
of depression
Eating too much or
losing interest in food
may be a sign of
depression.
Depression does not
affect your memory
and concentration
Having several
distinct personalities
may be a sign of
depression
People may move
more slowly or
become agitated as a
result of their
depression
Clinical psychologists
can prescribe
antidepressants
Moderate depression
disrupts a person's life
as much as multiple
sclerosis or deafness
Most people with
depression need to be
hospitalized

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know
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Famous and
depressed

famous_people_dep

Treatment
effectiveness

depression_txt

Counselling versus
CBT
Mild to mod
Treatment
effectiveness

counseling_effective

cbt_effective
alt_vitamintx

Categorical
Categorical

Categorical

Categorical

Alternative
treatment

alt_vitamintx

Categorical

Antidepressant use

stop_med_better

Categorical

Antidepressant's
addictive
Medication peak

addictive

Categorical

med_work_striaght

Categorical

Intimate partner

int_partner

Categorical

Many famous people
have suffered from
depression
Many treatments for
depression are more
effective than
antidepressants
Counselling is as
effective as cognitive
behavioral therapy for
depression.
Cognitive behavioral
therapy is as effective
as antidepressants for
mild to moderate
depression
Of all the alternative
and lifestyle treatments
for depression,
vitamins are likely to
be the most helpful
People with
depression should stop
taking antidepressants
as soon as they feel
better
Antidepressants are
addictive
Antidepressant
medications usually
work straight away
Would you talk to an
Intimate partner (e.g.,

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know

1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know
1, True | 2, False | 3, Don't Know
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
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Friend

friend_unrelated Categorical

girlfriend, boyfriend,
husband, wife,
de' facto)
Would you talk to a
Friend (not related to
you)

Parents

Parents

Categorical

Would you talk to
Parents

Relatives

Relatives

Categorical

Would you talk to
other relatives/family
member

Mental health

ment_health_prof

Categorical

Phoneline

phone_lifeline

Categorical

Would you talk
to an Mental health
professional (e.g.
psychologist,
socialworker,
counsellor)
Would you talk
to a Phone helpline
(e.g. Lifeline)

Doctor

dr_gp

Categorical

Would you talk to a
Doctor/GP

Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
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Religious leader

pastor_leader

Categorical

Would you talk to a
minister or religious
leader (e.g. Priest,
Rabbi, Pastor)

No help

none_help

Categorical

I would not seek help
from anyone

Outside help

help_outside

Categorical

I would seek help from
another not listed
above

Complete

depression_literacy_an
d_general_help_seekin
g_surve_complete

Categorical

Complete survey

Education
satisfaction

satisfaction_study

Categorical

Complete task

complete_modules

Categorical

Overall, how satisfied
or dissatisfied are you
with the web-based
depression education
study?
radio
Did you complete the
assigned modules,
including the pretest
and posttest survey?

Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, Extremely Unlikely | 2,
Somewhat unlikely | 3, Unlikely | 4,
Neither unlikely nor likely | 5,
Likely | 6, Somewhat likely | 7,
Extremely Likely
1, yes | 2, No

1, Satisfied | 2, Somewhat Satisfied |
3, Dissatisfied

1, yes | 2, No
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Appendix C
Evidence Table
Articl
e#

Author &
Date

Evidence
Type

1

Brijnath
et al.,
2016

Systemati
c review
based on
evidencebased
research

Sample,
Sample
Size,
Setting

10 RCTs
and 4
quasiexperiment
al studies.
14 studies
the total
pool of
participants
was 2605
individuals.
Two
studies
specifically
focused on
family
members
and carers,
7 on the
general
community

Study findings that help answer
the EBP Question

Web-based interventions
targeting MHL are efficacious
with a structured program where
participants are guided, e.g., such
as active psychoeducation or
minimal guidance.
Web-based interventions ranged
from linear, static websites to
highly interactive interventions.
Evidence-based content, e.g.,
CBT or psychoeducation,
targeting specific populations are
efficacious.
Web-based interventions is
applicable to people with mental
illness and the general population.
Among all educational
interventions, promising and cost-

Observable Measures

Depression Literacy
Questionnaire (D-Lit)
alone or with others to
measure MHL the six
studies reporting on
stigma used the
Depression Stigma Scale
(DSS).
3 of the 5 studies
reporting on help-seeking
used the General HelpSeeking Questionnaire
(GHSQ).

Limitations

Studies with high
variability between
duration of exposure
and response.
Adherence for
complex
intervention.
Challenging.
multiple components
led to unclear
component in studies
that effected change
Evidence is based on
participants' selfreport measures
studies had small
sample sizes,
frequently related to

Evidenc
e Level
&
Quality

II
A
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and 1 study
combined
focus on
patients
and carers

2

Christens
en et al.,
2004

Randomiz
ed
controlled
trial.

N=525,
community
-based
setting

effective interventions were with
MoodGYM and BluePages
A substantial number of studies
reported high attrition rates
(>20%)
Positive association between the
MHL and Stigma, as MHL
increases, stigma decreases
Web-based Bluepages and
Both websites were
Moodgym were effective in
freely available on the
reducing symptoms of depression. worldwide web.
Depression literacy with
BluePages significantly improved
participants' understanding of
effective evidence-based
treatments for depression (P <
0.05).
Mood Gym-cognitive-based
therapy (CBT) improved
dysfunctional thinking. Literacy
improved with CBT

3.

Finkelstei Pre and
n and
post
Oleg
design
2007

Universitybased
setting
n =42

The design and interactivity of a
website may contribute to the
acceptability
After the educational
intervention, the subjects'
knowledge about depression
significantly improved (pre-test

BluePages, participants
were directed each week
to one of five sections of
the website.
Depression literacy:
Symptoms as measured
by CES-D/ATQ;
Depression, knowledge
of medical,
psychological, and
lifestyle treatments
Tools-DLit/CBT-lit
Use of Patient Health
Questionnaire (PHQ-9),

recruitment and/or
retention difficulties

High dropout rate
with Moodgym
(CBT) than
BluePages
informational site

I
B

Short duration, need
for 12 months follow
up to determine
sustainability

Sample was highly
educated with
computer and
internet experience

III
B
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DKS= 18.2±8.2 versus posttest
DKS= 20.6±4.1, p < 0.001).
The less people knew about
depression, the higher level of
depression stigma they had = (r0.56, p < 0.05).
Resistance to treatment
significantly decreased after the
intervention (pre-test RTS =
12.5±4.8 versus posttest 8.2±4.3,
p = 0.01).
100% ease and compliance.

4

Jorm,
(2012)

Literature
review

N/A

A non-depressed population
sample would show a higher
efficacy with of the CO=ED
education
Increasing mental health literacy
among the public may assist
prevention and early intervention
and facilitate effective self-help.
Recognizing a problem as mental
health is the first step to seeking
for help
Consistent finding among
community population is a
positive view of informal sources

Depression Knowledge
Survey (DKS),
Resistance to Treatment
Survey (RTS),
Pre-test and postassessment

Small sample size

Participant's opinions of
program were assessed
with attitudinal surveys
and semi-structured
focused qualitative
interviews

Multiple evidence-based
literatures reviewed to
support the narrative

This is a general
literature review so
may subject to
subjectivity

V
B
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of help, e.g., family and friends,
than health professionals
Limitation of web-based
interventions is that they are less
likely to be accessed by people
who are older, less educated, and
with lower incomes. But a tool
needed to close gaps in disparities
Public psychoeducation should
convince communities that
mental disorders have a major
impact by promoting depression
as a major contributor to
disability.
5

Haga et
al., 2018

RCT

1342
Pregnant
women

Mamma Mia group displayed less
depressive symptoms than
participants in the control group
during follow-up [F (1) = 7.03, p
= 0.008].

Automated, unrestricted
randomization.

Depressive symptoms
were measured by EPDS
cutoff score of EPDS
Prevalence of women with EPDS- ⩾10 to detect possible
score ⩾10 was lower in the
depression.
Mamma Mia group at all follow- Drop-out was more
up measurements.
significant in the
intervention
Group [odds ratio (OR) =
Baseline EPDS ⩾10 was n =160
0.43–0.55, all p <0.001
(23.6) at 3mths =37 (9.4) and
6mths =33(8.7)

Drop-out and
missing data greater
in the intervention
group than the
control group
Cases of depression
were not confirmed
with clinical
assessment.
EPDS-scores are
indicative of
depressive

II
B
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6

Imamura
et al.,
2016

RCT

21.5–26.6% reduction in the
prevalence of possible depression
in the Mamma Mia group
compared with the control group
across time.
A total of 678 participants
received the Mamma Mia
intervention. 226 (33%)
completed all 44 sessions
Participants with less formal
education and those with higher
EPDS-scores at baseline were
more likely to drop out.
n=1236
Improved depressive symptoms
618 each
in high-risk subgroup (those who
Population- consulted specialist for mental
based
health problem) compared to low
sample
or moderate subgroup.
Multimedia group had an increase
in the knowledge score (p <
.001), greater than print group (p
< .05). The increase in knowledge
score was associated with a
reduction in the personal stigma
Effect size of multimedia module
as greater than print brochure
High patient's visual effectiveness
rating with module.

both in adjusted and
unadjusted analysis]

symptomatology,
scores do not
confirm or refute the
presence of
depression
Potential for
sampling bias

UTSMed website
available immediately
after baseline survey and
allowed to access it
within four months after
baseline. Reminder sent.
Analysis done with three
subgroups (high risk,
moderate risk, low risk).
Outcome assessed with
web-based self-report at
one, and for months
follow up

No use of stratified
permuted block
randomization.
Knowledge quiz
created by
researchers, not
externally validated

I
B
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Low cost and sustainable to be
applied in a community-based
setting
7

Lintvedt
et al.,
2011

RCT

University
setting
n =163

MoodGYM and BluePages were
effective in reducing depressive
symptoms (d=0.57 on CES-D
scores) and negative thoughts
(d=0.50).
Internet intervention participants
demonstrated significantly lower
levels of depressive symptoms,
lower levels of negative
automatic thoughts and improved
depression literacy (F [1,42.38] =
6.65, p<0.05,F[1,44.53] = 9.41,
p<0.01 and F[1,44.17] = 4.13,
p<0.05.
Significant reduction in
depressive symptoms for the
subclinical depressed subgroup (F
[1,5] = 22.86, p<0.01). The
participants in the control
condition exhibited significantly
more depressive symptoms at
post-intervention (F [1,27] = 4.57,
p<0.05).
Depression literacy in a person
with depression can mobilize

Thirty-eight were men
(23.3%) and 125 were
women (76.7%), w2 (1, n
= 163) = 46.4, p<0.001.
Both websites are
available for users to
explore user engagement
Post-intervention
questionnaires were
administered 8 weeks
after.
One-item measure of
help-seeking.0 to 2 where
0 = no need for help, 1 =
sought help and 2 =
unmet need for help.
Medical literacy (scores
range 0–2),
psychological literacy
(scores range 0–3),
lifestyle literacy (scores
range 0–3) and CBT
literacy (scores range 0–
16).

Dropout level high
with a mean dropout
rate of 37.4%.
Internet intervention
post completion:46.9% failed to
complete the
questionnaire

II
A
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internal resources to deal with
depressive symptoms.
Significant higher rate of dropout
in the Internet intervention group
than in the control group (w2 [1,
n = 163] = 5.41, p<0.02).

8

Lu et al.,
2016

post
design

n = 93
Communit
y-based
clinic
sample

Responders to the user
satisfaction questions, 83.3%
found websites useful.76.7%
websites very easy to understand.
63.3% reported will use again and
90% will recommend to others
In comparison print education,
tablet-based multimedia
education significantly increased
depression-related knowledge and
reduced depression stigma (p <
.05)
Print module group had an
average increase of 1.5 on the
knowledge score postintervention (p < .001), compared
to multimedia group with an
increase of 3.0 in the knowledge
score (p < .001), significantly
greater than the increase in the
print module group (p < .05).

Centre for Epidemiologic
Studies Depression
Scale, ATQ and
treatment depression
literacy (TDL) were also
measured at the postintervention

Pre and post-test with
educational module.
Guided help throughout
and read aloud to
participants if needed to
diminish the literacy
barrier.
Post-intervention
depression literacy
assessed by 20 item
knowledge quiz

Small sample size
with lack of
randomization
20 item knowledge
quiz not externally
validated

III
B
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9

10

National
Institute
for
Health
Research
(2018)

TaylorRodgers
et al.,
2014

Metaanalysis
Review by
experts
Comment
aries and
National
institute
for health
and care
Excellenc
e (NICE)
guidelines

Randomiz
ed control
trial

24 RCT's
studies
4,889
adults

Internet-based interventions
combined with remote
professional support can improve
outcomes for people with
depression.
Use of guided internet-based selfhelp as a low-intensity first-step
intervention for the depression.
Meta-analysis, stringent outcome
criteria of reliable change and
recovery, demonstrates that
considerable improvements can
be obtained with limited
professional input.

N=86
n 1= 33
n2=34
Communit
y-based
setting

Mild or moderate depression,
self-help-based CBT should be
offered. Other options are
computer or internet-delivered
CBT as well as group physical
activity program
Change in attitudes toward helpseeking is significantly greater in
the psychoeducation condition
than in the control condition
Moderate effect size (d=0.53)
indicated a significantly greater
decrease in depression stigma for

Effectiveness of internetbased interventions
explored.

Expert opinion

III
A

Reduced adherence
in the third week.
Sample size smaller
than anticipated
reducing statistical
power may affect
generalizability

II
B

Findings to reinforce
current NICE guidance
which recommends a
guided approach for mild
to moderate depression.
Exploring the
effectiveness of less
resource-intensive
options is important.
Trained nonprofessionals can deliver
remote support means
that it may offer savings

Participants received one
hour course credit for
participation
Single-blind parallel
group randomized
control design
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the psychoeducation intervention
group compared to control group.
With effect size of 0.58 changes
in attitudes towards help seeking
as greater with psychoeducation.
Female overrepresented and
results may contribute to
answering research question
65% adherence with intervention

without researcher
involvement during the
intervention
Measures were collected
at pre-intervention and
post-intervention, four
weeks later.
Vignette of symptoms,
stigmatizing views,
treatment, and options
synthesized from three
mental health websites
Depression literacy
assessed with Depression
literacy (DLit)
Help-seeking GHSQ
One question each
satisfaction and
adherence outcome
measure using a 5 Likert
point scale

Help-seeking with 4
items is too brief
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Appendix D
Depression Literacy Tools

Depression Literacy Questionnaire Item (D-Lit)
Answer each item with one of three options – true, false or don't know.
(1) People with depression often speak in a rambling and disjointed way. —
(2) People with depression may feel guilty when they are not at fault. —
(3) Reckless and foolhardy behavior is a common sign of depression. —
(4) Loss of confidence and poor self-esteem may be a symptom of depression. —
(5) Not stepping on cracks in the footpath may be a sign of depression. —
(6) People with depression often hear voices that are not there. —
(7) Sleeping too much or too little may be a sign of depression. —
(8) Eating too much or losing interest in food may be a sign of depression. —
(9) Depression does not affect your memory and concentration. —
(10) Having several distinct personalities may be a sign of depression. —
(11) People may move more slowly or become agitated as a result of their depression. —
(12) Clinical psychologists can prescribe antidepressants. —
(13) Moderate depression disrupts a person's life as much as multiple sclerosis or deafness. —
(14) Most people with depression need to be hospitalized. —
(15) Many famous people have suffered from depression. —
(16) Many treatments for depression are more effective than antidepressants. —
(17) Counseling is as effective as cognitive behavioral therapy for depression. —
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(18) Cognitive behavioral therapy is as effective as antidepressants for mild to moderate
depression. —
(19) Of all the alternative and lifestyle treatments for depression, vitamins are likely to be the
most helpful. —
(20) People with depression should stop taking antidepressants as soon as they feel better. —
(21) Antidepressants are addictive. —
(22) Antidepressant medications usually work straight away.
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Appendix E
General Help Seeking tool
Please circle the number that shows how likely is it that you will seek help from each of these
people for a personal or emotional problem
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Appendix F

Final Proposal Submission to
GWU
Site Provider Briefing/Collection
of site permission
GWU IRB Review/ Revision as
indicated
Data Collection
Regular Consultations with
Project Advisors
Data Compilation and Analysis
Preparation of Research Report
per program
requirements/submission
Delivery of Final Project Report
Dissemination of Results to
Organization
Poster Presentation

April 2022

March 2022

February 2022

January 2022

Dec. 2021

Nov. 2021

Oct0ber 2021

Sept. 2021

August 2021

July 2021

June 2021

May 2021

Activity

April 2021

Project Timelines
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Appendix G
Research Study Flyer
KNOW MORE ABOUT DEPRESSION
Topic: Effect of Web-based educational intervention in improving Depression knowledge
and help-seeking behavior
Clinical Investigator:
Chibuzo Efuribe
Doctor of Nursing Student at George Washington University
2150 Pennsylvania Avenue NW
Washington DC 20037
Study Purpose: To investigate the effect of web-based depression educational intervention in
improving depression knowledge and help-seeking behavior in women in faith-based settings
STUDY REQUIREMENTS

•
•
•
•
•

Participants must be
Female
Age 18-65 years
With OR without depressive symptoms
English speaking
Willing to complete a short questionnaire and four modules.

Upon completion, participants will receive a $10 visa gift card to compensate for time spent.
Please click on the link provided for more instructions on enrollment and participation.

61

Appendix H
Informed Consent
Informed Consent for Participation in a Research Study
Effect of Web-based Educational Intervention in Improving Depression Knowledge and
Help-seeking Behaviour in Women
You are invited to participate in a research study conducted by a Doctor of Nursing Practice
student, Chibuzo Efuribe CRNP, from George Washington University, Department of Nursing.
A. PURPOSE The purpose of this study is to improve Depression knowledge and help-seeking
behavior using a Web-based Educational Intervention.
B. PROCEDURES. If you choose to take part in this study, you will be given two weeks to read and
complete four educational modules on depression on a website and complete an online survey. It
will take approximately sixty to ninety minutes to finish all four modules. You may also start and
stop this survey and reenter any time. Your responses will be confidential.
C. RISKS There are minimal risks to participating in this study. You may feel emotional
discomfort answering the survey questions. You are free to stop taking the survey at any point,
and you may withdraw from the study at any point.
D. CONFIDENTIALITY All study data will be kept private and confidential. The records of this
study will be kept private. In any published articles or presentations, we will not include any
information that will make it possible to identify you as a subject. All study data will be
destroyed after analysis.
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E. BENEFITS OF PARTICIPATION: Taking part in this study may improve Depression
Knowledge and ability to identify depressive symptoms early.
F. VOLUNTARY PARTICIPATION. Taking part in this research is entirely voluntary. Your
decision to participate will not affect your relationship with women group’s or the church.
You will receive a $10 gift card for taking part in this study to compensate you for your time and
effort.
Further information regarding this study may be obtained by contacting Chibuzo Efuibe, the
Clinical Investigator, at cmba45@gwu.edu or via telephone number 240-486-2007. Talk to the
research team if you have questions, concerns, complaints, or think you have been harmed. For
questions regarding your rights as a participant in human research, call the GWU Office of
Human Research at 202-994-2715.
To ensure anonymity, your signature is not required. Your willingness to participate in this
research study is implied if you proceed and take the survey.
Thank you for agreeing to take part in this research.
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Appendix I
Letter of Cooperation
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Appendix J
Exemption Determination
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